This chapter will address family care as an important phenomenon in inter-and intragenerational relations, that will become more and more important in Europe given the current demographic and social changes (see Ferring, 2010). We start with the observation that the occurrence of age-related diseases, functional declines and inabilities to perform daily activities are 'normal' parts of the later life of many older people. Family members are then among the first and most important providers of care; among these, spouses and the adult children represent the main caregivers (for example, Wolff and Kasper, 2006).
example, satisfactions, gains, benefits, pleasures, rewards, enjoyments, growth), and we will use subjective gains as the generic term to describe these here. Subjective gains are frequently conceived as a composite construct consisting of factual beliefs, positive evaluative beliefs, and sometimes also positive emotions (for example, joy, happiness and pleasure) regarding one's caregiving. This is reflected in major subjective gain measures like the Caregiver Satisfaction Scale (CSS; Lawton et al, 1989) , the Carers' Assessment of Satisfaction Index (CASI; for example, Ekwall and Hallberg, 2007) and the Caregiver Strain Index positive (CSI+; Al-Janabi et al, 2010) . These instruments allow combining the ratings of factual beliefs, positive evaluative beliefs and positive emotions into sum scores of domainspecific or of global subjective gain. As yet, only a few empirical dimension analyses of subjective gain have been performed. A factor analysis by Ekwall and Halberg (2007) found several belief-related factors distinguished by their respective content, that is, either referring to accomplishments for the care recipient (for example, promoting care recipient's welfare) or for the caregiver (for example, widening horizon and personal growth of caregiver).
Findings from qualitative studies (for example, Netto et al, 2009; Peacock et al, 2010) as well as an inspection of the item content of the various relevant scales have revealed that subjective gains refer to a broad range of caregiving facets which can be sorted into five major domains (see also Nolan et al, 1996; Kramer, 1997; Dupuis et al, 2004; Carbonneau et al, 2010) :
(1) Benefits for care receiver: Provision of effective help for and to have prevented deterioration of an older relative and thus his or her institutionalisation; seeing that the care receiver is happy (2) Benefits for caregiver: Thanks and recognition from care recipient and from others; acquisition of new skills, personal growth, and increased maturity through caregiving 
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A separate emotional gain factor has yet to emerge, probably due to the very small number of emotion items contained in the relevant questionnaires. Although there is an interesting analysis on fading and renewed hope in dementia caregivers (Duggleby et al, 2009 ), systematic analyses of other positive emotions in relation to family caregiving (for example, admiration, gratitude, joy, pride) are missing.
Caregivers' appraisals and emotions: developmental and emotion-theoretical perspectives
As indicated earlier, care-related emotions have not yet been analysed comprehensively. This is surprising, because emotions probably play an important role in focusing family carers' attention to specific aspects of the caregiving situation and in determining how they will act in response to it. Importing concepts from both life-span developmental psychology and psychology of emotion into caregiving research will help to narrow this gap. According to an elaborated action-theoretical model of human development (for example, Brandtstädter, 2001 Brandtstädter, , 2011 as well as cognitive theories of emotion (for example, Weiner, 1985; Ortony et al, 1988; Lazarus, 1991; Reisenzein, 2009) , the kind of emotional response to a situation does not depend on the situation per se, but on how this situation is appraised by the individual.
More specifically, individuals' comparisons between what is believed and what is desired to be the case give rise to emotions. If a situation is evaluated as actually or potentially diverging from what is desired, negative emotions will result (for example, sadness, worry).
If, however, the situation, as it is perceived, actually or potentially fulfils one's desires, positive emotions will result (for example, happiness, hope). More complex emotions (for example, pity, guilt, pride, gratitude) will emerge from comparisons involving more elaborated beliefs and desires. With respect to multi-faceted situations (such as caregiving), a broad spectrum of emotion types can be expected to emerge which may refer to various Family caregiving 14 aspects of that complex situation. This will be elaborated a bit more by formulating some hypotheses about conditions of specific emotions in relation to caregiving.
Given a carer's desire for the welfare of their older relative, the perception of the relative's bad fate should give rise to pity or empathetic sadness for the relative; if the carer anticipates a bad fate of the relative in the future, worry about the relative may arise. If family carers hold a moral norm that they should serve their older relatives' welfare, but believe that they have not done so, even though they could, guilt feelings should emerge. If family carers desire that other family members should have done more for the older relative, but believe that they have not even though they could, anger about other family members should result. If family carers believe that they are unable to do anything for the older relative's welfare, helplessness should be evoked.
The desires for the welfare of the older relative may also be fulfilled. If carers believe that the older relative's situation has improved, this should elicit empathetic happiness, and an anticipation that the situation could improve in the future should evoke hope for the older relative. If family carers have a more specific ambition to improve their older relative's welfare without the help of others and believe that they have succeeded in doing so, pride should arise. If family carers believe that professional personnel did more for the welfare of an older relative than they were obliged to do, gratitude should emerge.
However, family carers may also desire their own welfare in various respects. If they believe that they experience job-and leisure time related losses, sadness may result. If a caregiver anticipates further losses in the future, worry about oneself should arise. If one believes that one should not have taken on so much caregiving responsibilities with a negative impact on one's own welfare, anger about oneself should arise. If family carers desire that the older relatives care more for themselves to alleviate the carer's workload and they believe that the care recipient does not do so even though he or she could, anger about 
Personal care provision and the development of caregiver skills
Family carers will provide care personally if they believe that providing care by themselves is the best means to serve the welfare of their older relative (without sacrificing their own welfare and that of others) 2 . Which kind of care is provided should depend on the specific A general action-theoretical perspective predicts that the willingness and the way family members actually provide care to their older relative do not just depend on the competencies that potential family carers actually have, but also on their beliefs to have such competencies and to be able to apply them to the caregiving situations at hand. In other words: caregiver's perceived self-efficacy is assumed to play an important role (compare Steffen et al, 2002) .
Use of informal support from relatives, friends, and others
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If principal caregivers come to believe that they are unable to provide the care as they would like to, a desire to receive some informal support (for example, by other family members) may arise, which may be more or less specified regarding the amount, kind and style of the expected help (for example, Clipp and George, 1990 Gaugler et al, 2009 ). This may be due to several factors including different methodological approaches, but it underlines as well that 'objective factors' such as institutionalisation are transformed into subjective reality and depending on the way these are perceived and evaluated, different profiles of strain will result. By no means, however, does this imply that individual strain is always a unique function of subjective perception.
Objective conditions may be so inadequate that they do not leave much room for different interpretations and thus appear to have a 'direct' negative effect on individual well-being.
Especially, the high costs of institutionalisation add to this, and there are different models of supporting additional formal care within the context of informal care across Europe (see
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Mestheneos and Triantafillou, 2005; Rodrigues and Schmidt, 2010). Depending on the national solutions that are found, different models of financing these services come into play (see also Kutsar and Kasearu, this volume). In the worst case, a person in need of additional support may not receive this, because such a service will be too expensive. All these objective conditions will add significantly to the strain of the informal carer.
Goal adjustments and other accommodative processes
If family carers' increased effort and even an additional mobilisation of external support could not sufficiently change the actual caregiving situation in the desired direction, they may come to believe that neither they nor others can do anything to reduce the discrepancy. In that has been conceptualised and measured (Brandtstädter and Renner, 1990 ).
The role of goal adjustment has only rarely been examined in relation to caregiving.
As a notable exception, Leipold (2004) Accommodation comprises several other manoeuvres that cannot all be listed here (for example, selective social comparisons). We like to highlight, as a general principle, that people will not easily engage in redefining their world by changing their concepts, and this represents a step-by-step process as we have described elsewhere as 'processing bad news under threat' (see Ferring and Filipp, 2000) .
Outcomes for family caregivers
Mental and physical health outcomes
Most older and more recent research has focused on possible negative effects on mental and physical health of family carers which deserve attention for several reasons (Pinquart and Sörensen, 2007) . First, such effects are detrimental to and straining for family carers. Second, illness-induced absenteeism of family carers increases costs for businesses and public organisations alike, and medical treatment of family carers increases costs for them and for health insurance organisations and their contributors. Third, poor mental and physical health may reduce the quality and quantity of care provided by family carers to their older relatives and may finally increase the risk of an earlier institutionalisation of older family members in nursing homes. So providers and recipients of family care as well as the economy and society at large should be interested in maintaining caregivers' health.
Physical health of carers
In order to better understand that caregiving can have detrimental health effects, one should notice that the first important group of family carers, namely, caring spouses, are usually quite old and so many of them already manifest some health risks and may even suffer from Family caregiving 24 age-related diseases. The second important group of carers of older persons are middle-aged adult children which often face conflicting responsibilities from their own family and from their jobs (Vitaliano et al, 2004) . For many of them, having to care for an older relative further increases the total demand load and may constitute a risk for the health of adult children (Pinquart and Sörensen, 2007) . For instance, providing bodily care may cause joint and spinal injury. Moreover, extensive care may interfere with relaxing and other health preserving activities. In addition, psychological stress may suppress the immune system and thus increase caregivers' risk for infections. Finally, stress may lead to a hyperactivation of the autonomous nervous system (in particular, the sympathetic nervous system) which may increase the risk for cardiovascular diseases.
The best available studies compare the physical health status of family carers with that of a control group of non-carers of similar age and sex. Physical health indicators were: (1)
Self-reports of family carers (for example, global ratings on scales from 'bad' to 'excellent'; frequency estimates of perceived symptoms), (2) objective measures (for example, number of physical diseases, number of stays in hospitals), (3) physiological risk factors for various diseases (for example, stress hormones in the blood, hypertension, immunological reactions).
Meta-analyses have found that family carers are characterised by a poorer health as compared to non-carers, and this particularly with respect to global health self-ratings (Pinquart and Sörensen, 2003; Vitaliano et al, 2003) . Prospective longitudinal studies also found that poor health in family carers and that larger amounts of or more strenuous caregiving were linked to worse health and even higher death rates of family carers (Shaw et al, 1997; Schulz and Beach, 1999; Vitaliano et al, 2002) . Another meta-analytic finding is that physical health of family carers of demented relatives was worse compared to that of family carers of non-demented relatives; moreover, the health of caring spouses (which Family caregiving 25 themselves are rather old) is worse compared to that of caring adult children (Pinquart and Sörensen, 2003, 2011) .
That only a moderate, but significant difference emerged between carers and noncarers may be due to subjective gains of caregiving and also due to the resources of family carers, namely, caregiver skills, and informal and formal support. Moreover, it is important to note that physical health is influenced by several other factors beyond the provision of family care (for example, genes, socio-economic state, health promoting and health deteriorating behaviours; Pinquart and Sörensen, 2003) .
Mental health of carers
Several studies also compared the mental health of family carers with that of comparable non-carers (controlled for age and sex). Indicators of mental health were: (1) Perceived stress (for example, negative affect, lower controllability beliefs regarding burdening situations), (2) depression (self-reports or estimates by medical staff), (3) subjective well-being (global life-satisfaction, positive affect), and (4) self-efficacy.
Meta-analyses found that mental health of family carers was worse (for example, more stress and depression, lower psychological well-being, lower self-efficacy) than that of comparable non-carers (Pinquart and Sörensen, 2003, 2005) . Differences regarding mental health were larger than differences regarding physical health. Similar to findings regarding physical health, the mental health of family carers of demented relatives was worse (for example, more stress, lower subjective well-being, lower self-efficacy) than that of family carers of non-demented relatives. Similar to physical health, the mental health of caring spouses was worse (for example, more stress and depression, lower psychological wellbeing) than that of caring adult children (Pinquart and Sörensen, 2003, 2011) .
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Recently, Vitaliano et al (2011) compared 96 caregivers of spouses with Alzheimer's disease (AD) with 95 similar non-caregiver spouses, and they report a small but significant cognitive decline in the carers' sample which they relate to psychophysiological mediators. If one considers cognitive functioning as a prerequisite to effective adaptation and regulation of one's mental health, this finding -which certainly has to be confirmed in other studiesunderlines the high risk of caregiving for the regulation of mental health.
Developmental changes in goals, competencies and personality attributes
As we have already described earlier, caregiving involves a developmental process of continuous adaptation. Adapting to the strains of caring is perhaps best described by the dichotomy of 'changing the world' and 'changing the self' introduced by Rothbaum et al (1982) . According to this model, one can either change circumstances or bring them into line with one's desires and needs, that is, change the world, or one can change one's beliefs, lower one's aspirations or replace unattainable goals, that is change the self. Active attempts to change the world are, in several models, referred to as 'problem-focused coping', 'primary control', or 'assimilative coping' and these may be an adaptive response to many stressful situations experienced in life. Such processes may result in more permanent developmental changes such as the actual acquisition of new competencies and corresponding self-efficacy and control beliefs and may also induce a change in personality characteristics. Past research on subjective gains from caregiving has shown that family carers believe that they have developed new competences and have grown personally. But future research will have to demonstrate that actual competence development and personality change has taken place in response to being a family carer.
Of course, assimilative coping and related processes are of limited use if a person has to come to terms with a situation that cannot be altered and that does only allow for little, if
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any, control as in the case of caring for a family member in the situation of dependency. As we have outlined earlier, here one has to change aspirations, goals and personal beliefs as well as to disengage from unattainable goals. These attempts have been referred to in specific models as 'emotion-focused coping', 'secondary control', or 'accommodative coping' (Lazarus and Folkman, 1984; Brandtstädter and Greve, 1994; Heckhausen and Schulz, 1995) .
There are good reasons to believe that these processes will also result in permanent developmental changes in the belief and goal systems of family carers, but this should be further examined in future research. If one considers subjective gains and losses within the context of caring as well as the objective burden one meets here, accommodative processesin the sense of changing the self -will allow explaining interindividual differences in the psycho-social situation of caregivers. Care providers in objectively comparable situations may -depending on their regulative efforts -develop different evaluations that will be followed by different actions. Evaluations themselves depend largely on the personal needs that are central in a given situation and -depending on the predominant motives -different constructions of a given situation may occur. In general, one can assume that the person is motivated to balance negative and positive emotions in order to maintain one's capacity to act; this can be considered as a basic motive underlying most individual actions.
Changing goals, competencies and personality attributes can be considered as an inherent and central part of the adaptation process serving this motive. Changes in the behaviour of the later care recipient are usually not directly visible or interpretable as indicators of an initial impairment. Thus, it is evident that one already has to recognise a change in the life situation before any overt or covert action can take place. Even if one finally perceives significant changes in the behaviour of a loved one -such as in the case of early dementia -one may have alternative explanations ready (for example, as indicating depression) that may not be as threatening as the image of a neurodegenerative disease. If
Family caregiving 28 changes are perceived, persons will start interpreting those changes and again they will do this in relation to their predominant needs and motives. Being a family mother and having to care for an ageing parent at the same time will have an impact on many needs and motives, and the person will have to start rearranging these and associated goals. He or she will also need to acquire new competencies to deal with the critical life situation and to search for various (or various alternative) forms of support. All this may contribute to changes in personality attributes and a changed self-perception. In this perspective, caring may also contribute to the perception of gains and positive personality changes as we have already described earlier.
Conclusion
Caring is a complex situation and it unquestionably represents a socially relevant problem field like violence, poverty and disease. This social relevance will increase in response to the current demographic change: due to a continuously ageing population, the need for informal and formal care will rise in the near future in most European countries. In general, socially relevant problem fields are open to interdisciplinary research and discourse, since they require answers on several levels of the socio-ecological context. Here, we put emphasis on a psychological analysis of the caring situation that was dedicated to life-span developmental psychology in general and to an action-and emotion-theoretical background conceptualising personal adaptation to the changed life situation in particular.
Our analyses mentioned earlier have focused strongly on family carers as individuals and on their immediate environment. But in line with the basic tenets of life-span developmental psychology (for example, historical embeddedness, contextualism) we are well aware of the constraints and the options that cultural and macro-social factors provide for the individual development in the context of caregiving. For instance, the sustainability of Family caregiving 29 public resources and, linked to this, the financing of health and care services set the frame and the conditions in which the individual has to adapt. A society that cannot or will not support family carers will evidently set up conditions that may have a direct impact on the individual level, increasing the burden of all involved persons. Moreover, and as a second example, developments of assisting technologies (for example, service robots) that are promoted at the macro-level will have to find their way into individual life in order to have the expected positive impact on the quality of life of carers as well as the quality of care.
There are several further examples of how macro-social factors will or have to be translated into individual life that cannot be elaborated here in detail.
What is the advantage of the analysis proposed here? By putting the emphasis on subjective appraisals of objective life situations, by focusing on goals involved in the care situation and by highlighting processes of cognitive adaptation, such as accommodative efforts, we underline that 'reality' is mostly 'reality as it is perceived' (see Zittoun et al, 2013) . Such a constructivist position is apparently nothing new, but it certainly helps to explain the interindividual differences one observes between persons in comparable care
situations. It also helps to explain that caring is a process where one has to continuously adapt to changes of the life situation which results in intraindividual differences as indicated by changes in goals, competencies and even personality attributes. Finally, a life-span developmental analysis of the care situation underlines that one has to consider both caregiver as well as recipient within the context of their individual biographies and their socio-cultural environment in order to develop a profound understanding of their life situation. All this is a significant prerequisite if one wants to build up services and support for the carer as well as for the care recipient that will help to deal with the complex situation.
Last but not least, all this is also a prerequisite for developing an understanding at the socio-
